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R 000 Initial Comments R 000 R 483 Sec. 604d Individualized Service
Plans
An annual survey was conducted on January 29, 1. Immediate Response: ,
2018, to determine compliance with the Assisted Resident Records. were reviewed for
Living Law "DC Code § 44-101,01." The Assisted Health Care Practitioners’ signature on
Living Residence (ALR) provides care for tweive ISPs. o
(12) residents and employs twenty (20) 2. Risk Identification:
employees to include professional and A protocol has been instituted for each
administrative staff. Three (3) resident records resident’s ISP to be reviewed and signed
and three (3) employee records were reviewed. by their attending Health Care Practitioner
The findings of the survey were based on 3. Systemic Changes: .
abservations, record reviews, and interviews with RN Unit Manager was in-serviced on the
residents and employees. I importance of Health Care Pralctltlﬂl'lefs
| signature. RN Unit Manager will place
| updated ISP on the Heaith Care
Note_' Listed be‘ow are abbreviaﬁons used | Practitioners’ Communication c"pboard for
throughout the body of the report. ’ input and signature.
4. Monitoring:
ALR - Assisted Living Residence DON or her designee will conduct 2/16/18
CNA-- Certified Nursing Assistant quarterly random audits to ensure Health
ISP — Individualized Service Plan Care Practitioner compliance with
signatures of ISPs. Reports will be
R 483 Sec. 604d Individualized Service Plans Ra4gy | Presentedatthe quarterly QAP meeting,
(d) The ISP shall be reviewed 30 days after
admission and at least every 6 months thereafter
The ISP shall be updated more frequently if there
is a significant change in the resident's condition.
The resident and, if necessary, the surrogate
shall be invited to participate in each |
reassessment. The review shall be conducted by
an interdisciplinary team that includes the
resident's healthcare practitioner, the resident,
the resident's surrogate, if necessary, and the
ALR.
Based on record review and interview, the ALR
failed to ensure that each resident's ISP was
reviewed by their healthcare practitioner for three |
(3) of three (3 ) residents in the sample '
(Residents #1, #2, and #3), ‘
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R 483 Continued From page 1 R483 | R679 Eec._'l_ﬁizmmﬁg o
- . . 1. Immediate Response:
Findings included: | Staff member was in-serviced as required.
- . | 2. Risk Identification:
. J -
E ff;ige}';; ;??gfggn‘fhfﬂs?‘;nvf :‘;cg;zcg;fegn All staff employee records were reviewed
08/27/17 and 01/18/18 which lacked documented l 5 g’;i‘t‘;fn‘jg'g’:,'fr:‘;:s
e:;ﬁ:gﬁéri;??eﬁzgggf;:;aIthcare Human Resources and Nursing in-
P ' serviced on tracking annual in-service
. ) i . training. A system has been created to
gﬁ;’gﬁ;;?g’gg”;ﬁzsic’;‘\:':ﬁas';gc:; ?Egn track all employee education and clinical
10712/17 and 01/08/18 which lacked documented | ggrr:gﬁ;it;ges to remain within
evidence that the resident's healthcare 4. Monitorfn g:
practitioner had reviewed them. HR Director and DON o their designee 2/16/18
will conduct quarterty random audits to
. . | ensure staff compliance with education
Review of Resident #3's medical racord on | o ; ;
d | S. ris will b
01/29/18 at 3:00 PM showed ISPs dated 06/22/17 I :?esgl,:?é?af?:;pﬁz:gﬁy Qi?ﬂﬁom:e‘:ng,e
and 12/07/17 which lacked documented evidence
that the resident's healthcare practitioner had
reviewed them. !
During an interview on 01/29/18 at 4:15 PM, the ,
Unit Manager stated that going forward, s/he
. Would have the residents' healthcare practitioners
- review all ISPs,
At the time of the survey, the ALR failed to ensure '
Resident #1, #2, and #3's healthcare practitioners
reviewed their ISPs. ’
R 679 Sec. 702c Staff Training. R&79

(c) After the first year of employment, and at

least annually thereafter, a staff member shall
- complete a minimum total of 12 hours of
+in-service training in the fallowing:

Based on record review and interview, the ALR

failed to provide twelve hours of annuai
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R 679 Continued From page 2 R &79

in-service training for one (1) of three {3) CNAs in
the sample (CNA #1).

Findings included:;

Review of CNA #1's personnel record on
01/29/18 at 12:52 PM showed that CNA #1 was
hired on 05/23/11 Further review of the personnel
record showed that it lacked documented
evidence that CNA #1 received the required
twelve hours of annual in-service training in 2017

During an interview on 1/29/18, at 3:45 PM. the
Human Resources staff member stated that s/he
would verify if CNA #1 received in-service training
in 2017 and provide it for review. It should be
noted that evidence of in-service training for CNA
#1 was not provided for review.

At the time of the survey, the ALR failed to ensure
CNA #1 received the requisite hours of annual
In-service training.
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